Schools have been identified as ideal settings for health promotion (HP) among children, adolescents and school staff. Most European countries have established strategies to implement HP into their school system, however, little is known about these national strategies and how effective they have been. School HP implementation concerns processes of adoption, adaptation and operation of a complex intervention into a complex setting. This study analyses the processes that have led to school HP implementation in Scotland from the 1980s until now to identify key factors which facilitated and supported effective implementation. In the tradition of case-study research, 14 interviews with representatives of national and local organizations involved in school health, as well as with school staff were conducted. Furthermore, policy documents, reports and guidelines were collected. The data were analysed following a Grounded Theory approach. Four phases of school HP implementation into the Scottish school system were identified: (i) getting started (1980s -1998), (ii) political will and strategic vision (1999)(2000)(2001), (iii) national leadership (2002)(2003)(2004)(2005)(2006)(2007)(2008), and (iv) integration and embedding into education system (2008 -ongoing). Throughout the phases political will and committed actors, the strategy/tradition to give power to the local authorities and individual schools, and the establishment of partnerships and ownership have supported implementation. Scotland is an interesting case giving important insights into the ways and possibilities of negotiating an interdisciplinary and cross-sectoral theme such as HP in schools. Further research concerning different political systems and national implementation processes is important to widen the understanding of national implementation strategies of school HP.
SUMMARY
Schools have been identified as ideal settings for health promotion (HP) among children, adolescents and school staff. Most European countries have established strategies to implement HP into their school system, however, little is known about these national strategies and how effective they have been. School HP implementation concerns processes of adoption, adaptation and operation of a complex intervention into a complex setting. This study analyses the processes that have led to school HP implementation in Scotland from the 1980s until now to identify key factors which facilitated and supported effective implementation. In the tradition of case-study research, 14 interviews with representatives of national and local organizations involved in school health, as well as with school staff were conducted. Furthermore, policy documents, reports and guidelines were collected. The data were analysed following a Grounded Theory approach. Four phases of school HP implementation into the Scottish school system were identified: (i) getting started (1980s -1998) , (ii) political will and strategic vision (1999) (2000) (2001) , (iii) national leadership (2002) (2003) (2004) (2005) (2006) (2007) (2008) , and (iv) integration and embedding into education system (2008 -ongoing) . Throughout the phases political will and committed actors, the strategy/tradition to give power to the local authorities and individual schools, and the establishment of partnerships and ownership have supported implementation. Scotland is an interesting case giving important insights into the ways and possibilities of negotiating an interdisciplinary and cross-sectoral theme such as HP in schools. Further research concerning different political systems and national implementation processes is important to widen the understanding of national implementation strategies of school HP.
INTRODUCTION
Ever since the WHO Conference in Ottawa in 1986 identified schools as ideal settings for health promotion (HP) (WHO, 1986) , countries have been encouraged to implement HP into their school systems. At the European level, the European Network for Health-Promoting Schools (ENHPS) was established in 1993. This network aimed to link national programmes and networks that had by then started to develop, and can be seen as an important step in promoting and supporting school health promotion (SHP) implementation. Today this network-now reorganized as Schools for Health in Europe (SHE)-has 43 member states that each have specific structures and strategies for SHP in their school system. Viewing the Ottawa Charter or the foundation of the ENHPS as 'starting points' for implementation of SHP across European countries, it is interesting to consider how, and to what extent, SHP has been implemented into the national school systems. Some countries have progressed further than others (Ziglio et al., 2000; Vince Whitman and Aldinger, 2009 )-it can be assumed that national structures and strategies differ, depending on the central actors, resources, political systems, national traditions, etc. So far, few case studies and empirical data exist that focus on the implementation on a national level (exceptions include Vince Whitman and Aldinger, 2009 ; and policy documents such as WHO, 1997 WHO, , 2000 and few have analysed stages of implementation (exceptions include Young, 2005) . Identification of the driving forces, actors and beneficial structures at the national level could lead to generalizable guidelines and recommendations to support SHP implementation in the future. This paper focuses on one specific national case study-Scotland-to further the knowledge regarding beneficial structures and national strategies for implementing HP into the school system. Scotland poses an interesting case, as SHP has been implemented into the school system to an extent that not many countries have reached: SHP is now, by law, the responsibility of all teaching and non-teaching staff in schools. Schools are also now regularly inspected on issues of health and wellbeing, along with numeracy and literacy by Her Majesty's Inspectorate for Education (HMIe) as part of the national review process for evaluating quality of learning and teaching in schools. Scotland has thus managed to make SHP a high priority. This article aims to analyse the processes that have led to SHP implementation in Scotland.
Implementation of SHP into the school system HP implementation is a complex endeavour, as it concerns processes of adoption, adaptation and operation of a complex intervention into complex systems. This means that three things have to be considered. First, HP interventions and programmes are complex, multi-layered and multi-factorial processes and do not have simple, visible outcomes-especially not in the short term (Nutbeam, 1998; Tones, 2000; Aro et al., 2005; Craig et al., 2008) . They usually consist of several interacting components, can be tailored to specific needs and can be considered as a series of events (Craig et al., 2008; Hawe et al., 2009) . According to Naaldenberg et al. (Naaldenberg et al., 2009 ) HP is not a linear and straightforward process but rather a complicated social process that requires different stakeholders to work together, share information and make common decisions.
Second, the implementation of HP is in itself a complex process. Fixsen et al. (Fixsen et al., 2005) define implementation as the coordinated change at the system, organization, programme and practice levels. Relevant factors of implementation, such as the selection of actors, training, coaching, evaluation and leadership, appear to be common across different domains, independent of the programme or strategy that is being implemented and the level it is being implemented in (Fixsen et al., 2005) .
Finally, the systems into which HP interventions are implemented also have to be understood as complex (Shiell et al., 2008) . In the case of SHP into a national school system at least three actors play an important role: the health sector, the education sector and the political sector. From the view of systems theory, the different actors and organizations involved in the implementation of SHP can be understood as complex social systems-schools, the political system, the health system and the education system are entities that each follow their own logics and have their own interests (Cilliers, 1998; Rhee, 2000; Lange and Schimank, 2004; Willke, 2007; Kremser, 2011) . The context and environment play an important role when looking at individual systems, as systems can always be subsystems of bigger systems and suprasystems of smaller systems (Naaldenberg et al., 2009; Keshavarz et al., 2010) . Furthermore, social systems are introduced as simultaneously being normatively closed and cognitively open (Luhmann, 1995; Johannessen, 1998) . This means that on the one hand they function only on the basis of internal structures and logics and are self-organized. The normative closure is secured by different mechanisms such as rules, regulations and language that are characteristic for the system. They cannot be steered and governed from outside; decisions are made based on these internal structures and logics, thus the system develops mainly due to internal learning processes. Young et al. [(Young et al., 2010) , p. 1208] describe how systems change their structures and processes-i.e. 'how they do what they do'-within the limits defined by their own response repertoire, which becomes increasingly more limited as the system optimizes responses to what has been previously successful.
However, systems theory assumes that systems are simultaneously open, meaning that systems observe their environment and adapt to it. Due to their self-organization, systems cannot be directly influenced by other systems in their environment, but they can choose to learn and adapt-they are both open and closed at the same time (Johannessen, 1998) .
On this basis, the question of SHP implementation into the Scottish school system is that of the possibilities of the different actors in Scotland to negotiate the issue of SHP and to come to shared agreements-thus the systems' abilities to learn from each other and adapt.
Scotland
Scotland is a relatively small country with about 5 million inhabitants. There are over 2700 schools, including primary, secondary and special schools (Scottish Government, 2011) . Children commence school between the age of 4.5 and 5.5 years and attend primary school for 7 years. They move to secondary school at the age of 11/ 12 years and remain in compulsory secondary education for 4 years with the option of staying on for a further 2 years. Over 95% of students aged 5-16 attend public (local authority) schools and just under 5% attend independent (private) schools.
Since 1999, when the Scottish Parliament was established, Scotland has more control over certain political fields including health and education. A shift from the traditionally highly centralized forms of policy-making to a more decentralized form, paying more attention to processes of consultation, can be observed since the devolution (Alexiadou and Osga, 2002; Grek, 2011) . At the national level, responsibility for education provision lies with the Scottish Parliament and the Scottish Government. The Education (Scotland) Act 1980 is the principal legislation governing education in Scotland.
Individual schools and the 32 local authorities, which are responsible for education and schools in Scotland, have a great deal of autonomy. [It is argued that the development of schools and universities as self-governed, autonomous spaces derives from the fact that Scotland did not have its own political forum up until the devolution in 1999 and thus defined education as 'public' (Grek, 2011)] . At the same time, however, there is a strong focus on quality assurance and evaluation in the Scottish education system (Grek, 2011) . Schools are therefore governed by nationally set aims and targets (accompanied by guidelines, manuals, best-practice models, etc.) that are monitored by the Scottish Inspectorate. Since 2010 a national curriculum for 3-18 year olds, called 'Curriculum for Excellence' is in place, replacing previous guidelines. It aims to enable students to be 'a successful learner, a confident individual, a responsible citizen and an effective contributor' (LTS, 2010) , and is part of a broad national strategic objective called 'Smarter Scotland'. With the new curriculum a new School Inspection Framework was introduced in 2011, which applies to all school types and sectors. Each year a sample of schools ( 240) 
METHODS
This research was informed by case-study research (Yin, 2009 ) and followed a Grounded Theory approach (Corbin and Strauss, 2008) . A case study refers to the collection of data about a specific case or situation-an individual, an organization, a social, political and related phenomenon (Yin, 2009) .
Interviews were conducted with 14 actors from different levels (national, local and schools) and organizations that were involved in SHP in different stages since the 1980s. These took place between September and December 2010 and included six interviews on the national level with representatives from NHS Health Scotland, HMIe, LTS and COSLA; five interviews on the local level with representatives from two local authorities and two local health boards and three interviews at the school level with the headteacher or school health coordinator. Interview questions varied depending on the participants' background and did not follow a strict schedule but were rather used to help the interviewer. Broad topics covered in the interviews were the interviewees' professional background, their account of implementation of SHP in Scotland (including when they think it started, what the most important milestones were, how certain decisions were made) and their view on problems and limitations as well as successes in Scotland. The interviews lasted between 28 and 104 min; they were recorded and transcribed. Further sources of information included policy documents, reports, guidelines, etc. that were mentioned and/or provided by interviewees or that were found through literature and internet research (see Table 1 ).
The data for this study were collected and analysed in the tradition of Grounded Theory (Corbin and Strauss, 2008) . The sampling was informed by recommendations of and by addressing official representatives for HP in relevant organizations. Most interviewees were recommended by more than one person. School-level participants were selected following recommendations from the interviewees in the two local authorities and according to accessibility and availability. All interviewees have been in the field of health improvement or HP for several years. For the analysis the interviews were coded: first, a code system was developed by open coding and, secondly, these codes were compared and structured. Any important development, policy paper or report, any working group, actor and partnership mentioned in the interviews was coded. Furthermore, turning points and time periods mentioned were coded as well. In a second step, these codes were compared and structured. Policy documents (see Table 1 ) and previous studies set in Scotland (see, for example, Crosswaite et al., 1996; Inchley et al., 2000 Inchley et al., , 2006 Young and Currie, 2009; Young and Lee, 2009 ) served as important background and explanation in this process. As a result of structuring and summarizing the codes, the four phases of implementation that can be distinguished from each other, concerning the relevant actors, the terminology and the culture of SHP, i.e. the way it was handled and dealt with, were identified.
A draft of the results was sent to all interviewees, asking them for feedback. Five responded, three from the national level, and one each from the local and school levels. Their corrections were included into the results to increase the quality and trustworthiness.
RESULTS
We have identified four different phases of national SHP implementation. These phases are not discrete and cannot be strictly segregated, they should rather be seen as a framework for understanding the stages and processes involved in SHP implementation (for a more detailed description of the phases see Gugglberger, 2011) . † Phase 1: getting started (1980s -1998) † Phase 2: political will and strategic vision (1999 -2001 As is the case with most processes that evolve and develop gradually over a long timeframe, no exact starting point can be identified for SHP implementation in the Scottish school system. Phase 1 starts during the 1980s, when school health was mainly focused on topics of health education and it was primarily pursued by the health sector. Important steps in progressing the SHP agenda were an international school health conference that was held in Scotland in May 1986, which drew attention to the issue of school health. In a report following the conference, HP in schools was introduced as a 'combination of health education and all the other actions which a school takes to protect and improve the health of those within it' (Young and Williams, 1986 So what was happening at local level when all this was going on, all this glitzy international stuff, was interesting. [. . .] Gradually, not so much the education authorities -they were slower to take it up -but the Health Boards that had health promotion specialists, started to develop their own projects at area level, and some of these were very successful. [. . .] So at local level, things started to happen, without us having to do too much at national level. It was an idea, whose time had come, things were happening (national stakeholder).
Phase 2 is a short phase that was characterized by growing political will and commitment. In 1999, the Scottish Parliament was established and gained control over health and education.
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In the same year the government published the Health White Paper 'Towards a Healthier Scotland' (Scottish Office, 1999) and the education sector published curricular guidelines 'Health Education 5 -14' (LTS, 1999), both of which highlighted the importance of the health-promoting school. Interviewees speak of a 'political will to change'. On this basis, first partnerships between health and education were built. However, there were issues over 'ownership' as SHP was still seen primarily as the domain of the health sector, as can be seen in the following quote:
I think up until about 2000, what tended to happen was that the agenda for health promoting schools was being set by health and not by education. And so they were coming out of two different 'silos', if you like. And okay they came together, you know, at different levels. But there was always this kind of thing of who has ownership here (national stakeholder).
As a solution, in 2000 it was decided that a unit for SHP should be established-the Scottish Health-Promoting Schools Unit (SHPSU). This was announced in the document 'Our National Health': 'we will establish the Health-Promoting Schools Unit in the first half of 2001 and work to encourage every school to become a HealthPromoting School' (Scottish Executive, 2000) . Phase 3 represents the period from 2002 to 2008 during which the Scottish HealthPromoting Schools Unit (SHPSU) was established to provide national leadership, direction and support. Key milestones during this phase include the establishment of a national network of health and education professionals, 'which were key people who worked specifically developing health-promoting schools' (local stakeholder) and a strategic partners group consisting of the main actors at the national level. The strategic partners group was formed 'in recognition that for it to be successful there needed to be a partnership commitment and partnership buy in' (national stakeholder). Importantly, in 2003, a ministerial target was issued saying that 'All schools will become Health-Promoting Schools by 2007' (Scottish Executive, 2003, p. 20). This was followed by the development of accreditation schemes in the local authoritiessome worked together, some by themselves-to ensure schools were on their way to becoming health-promoting schools, as well as national guidelines and national endorsement of the local accreditation schemes. The role of schools in promoting health was formalized in 2007 with the introduction of new legislation, the 'Schools (Health Promotion and Nutrition) Scotland Act' (Scottish Parliament, 2007) . This set clear roles for schools, local authorities and NHS Boards. An interviewee said about the Act: 'I think there was a feeling that it needed to be put on a more formal footing and that's where the bill came in' (national stakeholder). In 2008, SHPSU was disbanded and its agenda was embedded into the educational sector, led by Learning and Teaching Scotland (now Education Scotland). There are different accounts as to why SHPSU was not carried on as a separate body. Some say it was funded long enough, others say the work was not finished. However, all interviewees seemed to agree that the unit was crucial in establishing SHP implementation and in sustaining the partnership between health and education, both nationally and locally.
Phase 4 is the current phase, which is characterized by a new curriculum in Scotland, 'Curriculum for Excellence' (LTS, 2010) that includes 'health and wellbeing' as one of three core areas (besides numeracy and literacy). With the transfer of ownership from health to education, and SHP becoming embedded within the educational sector, two developments can be observed. First, the terminology has changed, as the 'health-promoting school' is replaced by the term 'health and wellbeing' in formal documents. Secondly, SHP is increasingly being mainstreamed as the new curriculum defines health and wellbeing as the responsibility of all teaching and non-teaching staff in schools. It says that all schools 'should take a holistic approach to promoting health and wellbeing' (LTS, 2010) . This implies that schools are also inspected on issues of health and wellbeing among other things. As implementation of the curriculum was still in a very early stage during data generation, its success cannot be measured yet. However, some are very optimistic about this new phase: 'The Curriculum for Excellence has done what we have been trying to achieve: actually embedding health' (national stakeholder).
DISCUSSION
The four different phases of SHP implementation were identified in Scotland each of which had a specific terminology, central actors and key supporting documents. During these four phases, the issue of SHP arose, was negotiated, adapted and implemented through different policies and strategies at the national and local levels. It cannot be determined whether implementation is complete. However, it can be said that Scotland has come very far in the process and has established important structures. Figure 1 is a (very simplified) display of the four phases. The education sector represents LTS and HMIe, and the health sector represents NHS Health Scotland, which are all government-funded national bodies. However, the Scottish Government is identified as a distinct actor in this diagram to represent the overarching political system and non-sectoral based political will and interest. The figure traces SHP and represents the transfer of ownership and the driving forces of SHP, as it is adopted by different actors. In the first phase (1980s-1998) school health, then mostly 'health education', first became an issue in Scotland. It was mainly developed by the health sector. When Scotland joined the ENHPS in 1993, a first 'official' step was taken. The second phase (1999 -2001) was characterized by political changes in Scotland that led to increased political attention to issues of 'HP' in schools. Both the government and governmentally funded health and educational agencies adopted HP into their agenda and first efforts to establish a partnership between health and education were made. During the third phase (2002 -2008) , crucial decisions were made at the national level, such as the target to make every school health promoting until 2007 and the establishment of a national unit to oversee developments. Partnerships between health and education were strengthened at both national and local levels. Finally, in the current phase (from 2008), school health, now 'health and wellbeing', has been adopted by the education sector and given a large focus within the new 'Curriculum for Excellence'.
The self-organization and self-determination of the education system, the health system and the overarching political system become visible in different scenarios. Differences in terminology, cultures and ways of working and dealing with issues were mentioned by interviewees on a number of occasions, indicating that the actors involved in the process of implementing SHP were aware of this. The different logics of the systems involved become very apparent in the following quote from an interviewee, who stresses that in Phase 3, the phase of the HPS Unit, establishing the partnership between the different sectors was difficult:
At no point was it easy. Because I think you've got so many different political tensions, so many political drivers. People really holding firm to, to their agenda -that compromise was quite often very very difficult (national stakeholder).
The change in terminology that occurred throughout the phases gives a further glimpse of these different logics. Specifically, the change from 'health-promoting school' to 'health and wellbeing' (Phase 4) can be interpreted as a process of ownership change, whereby the educational sector has adopted a term that is more fitting and compatible with their language and culture. One interviewee described the change as 'part of the selling point' for schools (national stakeholder). It remains to be seen whether this change in terminology will lead to a subtle change in philosophy as the original concept evolves over time.
Connecting the results of the Scottish case study to the works from implementation science, some further insights can be gained. Fixsen et al. (Fixsen et al., 2005) have identified six different stages, namely (i) exploration and adoption, (ii) programme installation, (iii) initial implementation, (iv) full operation, (v) innovation, and (vi) sustainability. The four phases of implementation in Scotland can be combined with these implementation stages, giving a better picture of the processes at place.
The first phase in Scotland identified in this study started with exploration and adoption: first information and knowledge was collected, a conference was held and the issue of HP (or then, health education) became prominent. Joining the ENHPS in 1993 could be seen as the beginning of the second stage, programme installation, i.e. the building of capacities needed in order to introduce a programme into a new setting (Fixsen et al., 2005) . Interest in, and commitment to, SHP increased. Programme installation was continued in Phase 2, when political commitment started to grow in Scotland. Resources and structures were built, partnerships were established. The stage of initial implementation was probably entered as the Unit was set up and SHP in Scotland was clearly placed on the national agenda. Within this phase, it can also be assumed that the stage of full operation was met, when local authorities had their accreditation schemes in place and every school was on its way to becoming health promoting.
The current phase in Scotland is one where innovation and sustainability become of great importance. Current changes, concerning the new curriculum, bring about innovative change, as new actors enter the scene and HP is embedded and institutionalized within the education sector. It could be argued that the implementation process has re-entered the stage of initial implementation (assuming the process is not a linear one), as SHP has been widely adapted. Also, it is probably too early to say if the final stage of sustainability has been reached.
The results have some limitations: The data were collected during a research visit of the first author. Data generation was limited to 4 months and 14 interviews, which was not ideal; however, theoretical saturation in the central issues was achieved. Furthermore, the primary researcher (who undertook data collection) is not native Scottish, thus had limited local knowledge, leading to possible misunderstandings, misinterpretations or gaps in the research. However, it can also be seen as a possible strength, as interviewees were forced to give more details and explanations, possibly enriching the data. Yet another limitation is that some interviewees were asked to give information about implementation processes in the 1980s, thus up to 30 years ago, which they might not be able to remember as HP implementation into the Scottish school system 263 well as more recent developments. These accounts were, however, backed up with policy documents and scientific publications. Finally, no one from the Scottish Government was available for an interview. A representative explained that they were not allowed to give interviews concerning the development of policies and policy documents. This is certainly a limitation of the study, however, actors that worked closely with the government and actors who work for governmentfunded agencies were included in the sample.
CONCLUSION
This study was framed as a case study that put the focus on the implementation of SHP in one country. Scotland is one specific example-its politics, history, demography, geography, etc. make it a unique case. Furthermore, the setting of schools is one specific context into which HP can be implemented. However, there are several conclusions that can be drawn and lessons that can be learned by generalizing the results and taking it out of the specific context. A number of factors seemed to have been supportive in the process of SHP implementation in Scotland. Three most crucial factors were repeatedly mentioned by the interviewees and play a role in each identified phase: (i) a strong political will and committed actors, (ii) the strategy/tradition to give power to the local authorities and individual schools, and (iii) the establishment of partnerships and ownership for SHP.
First, a strong political will on the national level and committed actors were crucial in all the phases of implementation. This political will was backed with scientific and practical work, by some key stakeholders and it remained strong in all the phases, as financial support, frameworks and structures were ensured by the political sector (government). As a result of this political will and support, the different actors and systems were able to put HP on their agenda and had a common aim to follow (see also Deschesnes et al., 2003; Roberts-Gray et al., 2007) .
The second factor concerns the strategy that was applied in Scotland of giving power to the local authorities. In system theoretical terms this can be described as 'contextual guidance': a combination of internal self-organization of systems on the local level and external framing of options by the national level (Willke, 2007) . The national level in Scotland set clear aims and provided different kinds of resources (financial, information, communication structures, partnerships, etc.) . Thereby it avoided intervening at the local level, and avoided micromanagement and imposition of ideas and values that are not inherent to the local level. By providing necessary resources and frameworks, however, the national level made sure that the local level could act. With this kind of strategy, the local authorities got the support they needed but could choose their own way of implementing HP, according to their own needs. This strategy does not end at the local level, but continues as far as the individual schools. In Scotland schools have high autonomy, enabling them to make decisions concerning the implementation of SHP. Again, schools were given aims, frameworks and resources, but also the power to act according to their own needs. Schools were given incentives to adopt HP, but were not necessarily forced to do so. It can be assumed that this strategy contributed to the successes of SHP implementation in Scotland as it can be argued that it increased the feeling of ownership and commitment to HP.
Finally, a crucial factor in the Scottish case was the way partnerships were established and ownership for SHP was handled, taking a cross-sectoral approach to HP implementation (WHO, 1997; Connolly and James, 2006; Vince Whitman and Aldinger, 2009 ). In Scotland, efforts to work together on SHP started comparably early and have come a long way. However, the most important step in institutionalising this partnership and in moving forward for HP implementation was probably the establishment of the Scottish HPS Unit in 2002. Closely related to the importance of partnership was the issue of ownership. Scotland succeeded in embedding SHP into the educational sector and consequently establishing ownership for SHP within the educational sector. Several steps were necessary to achieve this-a strong partnership between health, education and the national government was established, the unit was formed, and finally embedded into the education sector. This was crucial in order to implement HP (now health and wellbeing) into the curriculum. Thus, the way that partnerships and the unit were established and ownership changed in the course of implementation can be seen as beneficial and possibly a best-practice model for the establishment of national partnerships and ownership.
SHP implementation in Scotland can be described as an interesting case study (of one healthy setting in one national context) that gives important insights into the ways and possibilities of negotiating an interdisciplinary and cross-sectoral theme such as HP. It shows that HP implementation into any system (education sector, health sector, cities, etc.) is not a straightforward, linear process but passes through different stages or phases. The key factors in the process of SHP implementation-political will, autonomous local authorities and schools, partnerships and ownership-are likely to represent important factors for HP in other national contexts, as well as other settings, and therefore provide an important resource for future research, policy and practice. However, further research concerning different political systems, different settings and national implementation processes is important to widen the understanding of the effectiveness of national implementation strategies of HP.
